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KINDRED NURSING AND REHABILITATION-SNM

|
N 832 1200-8-6-.08(2) Building Standards N 832
! (2) The condition of the physical plant and the
overall nursing home environment must be
developed and maintained in such a manner that
the safety and well-being of residents are
assured. |

This Rule is not met as evidenced by:
Based on an observation the facility failed to
maintain the physical plant.

The finding included:

Observation on 07/31/2017 at 9:07 AM, revealed |
the sink plumbing was not properly covered to
prevent physical contact (Front lobby handicap
restroom).

2010 Americans With Disabilities Act, 606.5

The Maintenance director was present when this
finding was identified, and later acknowledged by
the administrator during the exit conference on
07/31/2017.
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